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Introduction
Background
Collaboration between health and social care profession-
als has long been a concern of policy-makers worldwide 
[1], and is integral to integrated care [2, 3, 4]. Indeed, col-
laborative working features prominently in public policy 
beyond health and social care [5] and is increasingly the 
focus of attention in the private sector [6]. The ubiquity of 
collaborative working and the consequent need to under-
stand what leads to effective and ineffective practice high-
light the need to build the research base in this area. This 
is underlined by evidence that failures in collaborative 
working are an important factor in health and social care 
errors [7], including some very high profile cases, such as 
the case of the death following prolonged abuse of the 
British infant known as “Baby Peter” [8].
The research literature on collaborative working is 
broad and diverse, making it a challenge to obtain a clear 
overview of the field, which tends to be clustered around 
particular disciplinary, theoretical and/or topic interests. 
Additionally, there is a wide range of terms that overlap, 
but are not entirely synonymous with, collaborative work-
ing. These include multi-/inter-/trans-professional team-
work, interagency working, joint working, partnership 
working and so on. There is no consensus on the defini-
tions of the individual terms.
Given this, it is important that we are clear about what 
we mean by “collaborative working” and how we see this as 
relating to other associated concepts. For the purposes of 
this article, we will use the following definition:
Collaborative working occurs when two or more 
professionals from different professional groups are 
required to interact to ensure that appropriate care 
is delivered to a service user.
There are two key aspects to this definition. Firstly, it por-
trays collaborative working as a broader concept than 
most other related terms. Unlike “teamwork” it is not 
restricted to what happens within teams, and may also 
refer to collaboration across teams, organisations and sec-
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tors. Similarly, it may occur as part of a formal initiative 
to achieve service integration, but it is not restricted to 
that context. It may involve collaboration between groups 
within as well as across professions. It embraces both 
long-term, highly integrated working practices and those 
that are more superficial and transient. Secondly, our defi-
nition has an explicit concern with interaction. Even when 
we are looking at collaboration on a macro-scale, a focus 
on collaborative working means a focus on how profes-
sionals relate to each other. This does not mean that we 
believe all research on collaborative working should be 
reduced to the exploration of interpersonal dynamics, but 
that whatever the level of analysis, it must be recognized 
that collaboration is always enacted in human interac-
tions and relationships.
The importance of personal relationships in collabo-
rative working is widely recognized in the literature 
[9], especially in relation to the need for trust, mutual 
understanding and shared goals and visions. Maxwell, 
Baillie, Rickard and McLaren [10] argue that successful 
establishment of new nursing roles depends on sharing 
social identities with co-workers, and highlight the role 
of interpersonal relationships in achieving this. D’Amour, 
Ferrada-Videla, San Martin-Rodriguez and Beaulieu [11] 
note the need for research that seeks to “…understand 
what transpires within the working lives of a group of 
collaborating professionals” (p.126). There is a substan-
tial literature on inter-personal and inter-group dynam-
ics within specific formally-constituted teams – especially 
surgical teams [12, 13] – often concerned principally with 
issues of power and gender. However, as we have argued 
above, collaborative working has a much broader remit 
than this particular setting.
Rationale for the present study
The topic of collaborative working has received less atten-
tion with regard to different nursing disciplines than it 
has in the context of working relationships between doc-
tors and nurses or in health and social care integration. 
Our own previous research [14] suggests there can be sig-
nificant challenges for such collaboration, especially given 
the proliferation of nursing roles in the last two decades 
in many parts of the world [15, 16, 17, 18]. The integration 
of new and existing roles has not always been unproblem-
atic. For example, the introduction of community matrons 
in the UK (a case-management role targeted at those with 
complex chronic health problems) faced significant local 
challenges in implementation [19] and in some specific 
areas of practice such as end-of-life care [14]. In  Australia, 
a range of barriers to the development of advanced 
 nursing roles has been identified [20] including lack of 
understanding of the role amongst other professionals. A 
meta-synthesis of studies examining the introduction of 
Nurse Practitioner roles across seven countries describes 
the journey as “tortuous” [21].
In the current qualitative interpretive study, we explored 
nurses’ experiences of collaborative working across sectors 
– acute and community settings, primary and secondary 
care, health and social services. We examined collabora-
tion amongst different types of nurses (generalist and spe-
cialist), and also between nurses and other professionals, 
patients and carers. We also compared experiences in rela-
tion to providing care for cancer and for long-term condi-
tion (LTC) patients, though a detailed consideration of this 
comparison is beyond the scope of the present article.
Theory And Method
Theoretical position
The focus of this study was on collaborative working as 
it was experienced by nurses and other care profession-
als within their day-to-day lives. As such its approach was 
largely inductive and bottom-up, rather than seeking to 
impose a fixed theoretical framework upon data collec-
tion and analysis. However, it did draw upon key insights 
from our own and others’ previous work. These included 
constructivist notions of professional identity [22], which 
see people’s sense of what it means to be a particular kind 
of professional as rooted in interaction with others. This 
guided us towards a concern with interactions and rela-
tionships in particular cases, as captured by our use of the 
“Pictor” technique discussed further below [23]. We were 
also influenced by multi-level approaches to understand-
ing collaboration, as expressed for example by D’Amour et 
al’s model [24]. Thus, although our starting point in data 
collection was with personal experience, this was always 
set in an understanding of the contexts of local services 
and wider national policy. Our inclusion of interviews 
with a range of stakeholders beyond our principle nursing 
groups – including senior managers from across sectors – 
helped us achieve this.
Philosophically, we would identify this research with 
what Hammersley [25] calls a “limited realist” position. 
This assumes a realist ontology, arguing that there is a com-
mon reality that exists outside our attempts to research 
it. However, it also accepts that it is not possible through 
research procedures to view this reality in a neutral and 
objective way; the researchers’ subjectivities will always 
shape the research process. Thus the epistemological posi-
tion is relativist or constructivist. The aim in limited realist 
research is therefore not to definitively test hypotheses, 
but to build plausible and credible interpretations.
Given the lack of previous research on collaborative 
working amongst different groups of nurses, and our 
focus on how collaboration manifests within the everyday 
working lives of practitioners, our research question was 
framed in broad, exploratory terms:
How do different groups of nurses experience collab-
orative working in their everyday practice, with each 
other, other professionals, and patients and carers?
Study setting
Our study location was a metropolitan borough in the 
north of England, centred on a large former industrial 
town. The borough is adjacent to several other highly 
populated urban areas. Life expectancy is lower than the 
national average, with significant variation between the 
most and least deprived areas. Morbidity and mortality 
rates are high for many common chronic illnesses. At the 
time of the study most of the borough was served by a 
single Acute Trust, with one main general hospital and 
several smaller facilities. Community nursing services 
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were provided through a single Community Trust, though 
a minority of patients living close to boundaries accessed 
services in neighbouring areas. The Local Authority pro-
viding social care was effectively coterminous with the 
health Trusts. Data collection commenced in 2010, shortly 
after the new UK coalition government had announced 
plans for significant Health Service reforms, and contin-
ued into late 2012 when implementation of these was 
well underway.
Sample and recruitment
The core participant groups were generalist and special-
ist nurses, working in acute or community settings. How-
ever, in order to obtain a rounded picture of services, we 
also recruited participants from a range of other profes-
sional and managerial groups, as well as representatives 
of patients and carers. We identified nursing and other 
groups from which to recruit on the basis of previous 
research and initial discussions with senior managers 
across sectors, and our funders (Macmillan Cancer Sup-
port). For the community generalist nurses we recruited 
from teams based across different locations within the 
borough. We accessed these groups initially via their line 
managers; once their permission was obtained we sent 
recruitment packs to individual nurses, seeking where pos-
sible to obtain variety in terms of tenure and location. For 
the specialist nurses, we sought to recruit from a range of 
different teams, and from cancer and long-term condition 
specialisms. Other professionals were approached directly 
or through line managers as appropriate. Patients and car-
ers were recruited via local support groups.
Ethical approval was obtained from the School of 
Human and Health Sciences Research Ethics Panel, and 
from the South Yorkshire Research Ethics Committee (ref 
09/H1310/76).
Details of participant groups are provided in Table 1.
Interview design and procedure
Data were collected using semi-structured interviews, 
incorporating the “Pictor” technique [23], a visual 
method used for exploring experiences of collaborative 
working. We developed Pictor specifically to examine 
how  professionals experienced day-to-day involvement in 
collaborative working, as we found that using conventional 
 semi-structured interviews often led to rather idealized 
versions instead of accounts grounded in actual practice 
[26]. Participant-generated visual methods such as Pictor 
can help people focus on their direct personal experience 
of a particular incident or episode, in a way that can feel 
less interrogative than a typical interview [27, 28].
Figure 1 shows an example of a Pictor chart produced 
by one of our participants, ‘Fiona’ a district nurse (a gen-
eralist community nurse). The case she described is of a 
woman in her early forties with recurrent breast cancer 
and bone secondaries. Fiona has placed the arrows in two 
main groups. The patient is on the left with her husband, 
adult daughter and the staff of the cancer specialist hos-
pital where she received treatment. These represent the 
people Fiona portrayed as the closest support for the 
patient. On the right is another group that represent what 
might be considered a ‘second line’ of support, which itself 
consists of two lines – the community services (including 
Fiona herself) nearer the patient group and hospice ser-
vices behind them. Two arrows are placed to the left of 
the patient’s group at some distance – ‘Marie Curie night 
sits’ (a charity service) and ‘Home Care’. Both of these were 
only brought in very near the end of the patient’s life.
There are several features of the way Fiona uses the 
arrows that are interesting to note, in addition to the group-
ings described above. Firstly, she decided from the start to 
use the colour of the arrows to distinguish groups of agents 
on the chart, with professionals in green, family in orange 
and the single arrow for social care (‘Home care’) in yellow. 
Initially she also used a yellow arrow for the Marie Curie 
service, but asked the interviewer to change this to green:
It (Marie Curie) should have been in another colour 
but I just thought I’d put the family in one colour 
and the professionals in another and then social 
care…yeah, it should go in green, shouldn’t it?
Table 1: Details of participants.
Participant type Number
District nurses 15
Community matrons 11
Hospital ward nurses 2
Community LTC specialist nurses 7
Acute LTC specialist nurses 4
Acute cancer specialist nurses 4
Acute palliative care specialist nurses 2
Community managers 11
Acute managers 4
Cross-sector posts 1
GPs 2
Social services staff 3
Patients 6 (3 cancer, 3 LTC)
Carers 6 (3 cancer, 3 LTC)
Total N = 78
Figure 1: Example of Pictor chart, ‘Fiona’ (District Nurse), 
G = green arrow, O = orange arrow, Y = yellow arrow.
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Secondly, there was no suggestion that the direction of 
arrows represented anything about her experience and 
perception of particular agents, while many other partici-
pants did use it to indicate quality of relationships, con-
flict and so on. These points illustrate the importance of 
considering the use of the arrows in each case, rather than 
assuming what participants are indicating on the basis of 
what is “normally” done.
In a typical Pictor interview, the participant is asked to 
select a specific case that fits the criteria of the research 
study. They then think of all the people involved in the 
case and are invited to place the arrows on a large sheet 
of paper in a way that represents their perception of 
what happened in the case. For example, they may place 
some arrows close to the patient because they were the 
most frequently involved; they may place some point-
ing away from the patient to indicate an unsupportive 
attitude. However, there is no fixed way in which partici-
pants are required to use the arrows – they may do so in 
whatever way helps them to tell the story of the case. The 
“chart” created in this way is used as the basis for discus-
sion of the participant’s experiences. We would normally 
anonymise it and then take a digital photograph of it as 
a record, to be referred to, either as a whole or in part, in 
analysis.
In the present study, each interview began by asking 
participants to provide a brief description of their role and 
professional experience. They were then asked to produce 
two Pictor charts – one focused on a cancer case and one 
on a non-cancer case. If they had relevant experience with 
only one of these disease types they would just produce 
a single chart. Patients and carers each independently 
produced a chart based on the patient’s experiences. The 
cases were each discussed in turn, exploring issues emerg-
ing in relation to collaborative working. In the concluding 
section of the interview, participants were asked about 
their hopes, fears and expectations for the future.
Data analysis
Interviews were audio-recorded and transcribed verbatim. 
Transcripts were analysed using Template Analysis (TA) 
[29]. TA is a form of thematic analysis that involves the cre-
ation of an initial coding template based on close exami-
nation of a sub-set of data. This template is then applied 
to further data, and modified where necessary until all 
data relevant to the research question are coded to a final 
version. Template Analysis is recognized as an approach 
that works well in applied research, especially in relatively 
large qualitative studies where a range of different groups’ 
perspectives need to be examined [30]. It has been widely 
used both in health and in management/organizational 
research [31, 32, 33, 34]. We carried out comparisons of 
blind coding by all members of the research team at sev-
eral stages in this process, to ensure themes elicited were 
well-supported by the data. Throughout the analysis we 
referred back to Pictor charts to help us clarify partici-
pants’ perceptions of their experiences. We also looked 
at patterns of similarity and difference between groups in 
their Pictor charts.
The study as a whole was concerned with experiences of 
collaborative working in the context of providing care for 
patients with cancer and/or non-malignant long-term con-
ditions. Our main focus was on the different nursing groups 
we included – generalist or specialist, acute-based on 
community-based. The perspectives of other professional 
groups, patients and carers mainly served to enhance our 
understanding of the context of collaboration within which 
nurses worked. In presenting our findings we therefore 
mostly focus on examples from nurses. As we have observed 
in previous studies [35, 14], participants responded very 
positively to the task of constructing a Pictor chart, and we 
found the tool highly effective in facilitating their reflection 
on specific examples of collaborative working.
The majority of our coding related to themes directly 
addressing issues of collaboration, encompassed in an 
overarching theme of What Affects Collaborative Working? 
Other broad areas identified as contextually important 
to experiences of collaborative working were captured 
in three further overarching themes: Condition-specific 
Involvement (which addressed differences in the nature 
of practice between cancer and long-term conditions), 
Survivorship (i.e. how the growing number of patients liv-
ing longer with cancer impacted on professionals’ work), 
and NHS Reorganization (both current and historical).
In this article our focus is mainly on one of the sub-
themes of What Affects Collaborative Working – namely, 
Impact of Inter-personal Relationships. We have chosen to 
address this in particular partly for the theoretical reasons 
outlined in our introduction but also because the issue 
of personal relationships permeated much of the discus-
sion. The complexities of experiences of collaborative 
working meant that relationship issues often overlapped 
with other aspects, such as role definitions and inter-team 
dynamics, as well as the wider contextual themes, espe-
cially NHS Reorganization. These overlaps will be apparent 
in the examples below where we consider the findings in 
relation to interpersonal relationships.
Findings
Findings related to our selected themes are detailed 
below. Pseudonyms are used for all direct quotes.
Accessibility and availability
Participants emphasized how important it was that other 
professionals were readily accessible and available when 
needed. This was more than just a matter of getting hold 
of the right person at the right time for specific input to 
care. Rather, it was very often framed in terms of relational 
aspects of collaboration, most evidently in participants’ 
frequent comments on the value of face-to-face contact:
Over the phone, it depends on your communica-
tion skills, often things are forgotten. But face-to-
face they’re brought to mind a little bit better, and 
if you’ve got a good relationship with somebody –  
another professional – then they know where 
you’re coming from in terms of patient referrals.
Sandra (district nurse)
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Many participants stated how helpful it was to be located 
in close physical proximity to other professionals, or con-
versely attributed weaknesses in communication and 
collaboration to the lack of co-location. One of many 
examples of the benefits of co-location was given by a lym-
phoedema specialist nurse, Pauline. The nature of her role 
meant that she very often had to liaise with a wide range 
of other specialist and generalist nurses, many of whom 
shared a building with her:
Working here in this building has been a real 
bonus because I’m working alongside, you know, 
physically working next to other specialists: derma-
tologists and heart failure nurses, COPD.
Pauline (lymphoedema specialist nurse)
Proximity is important in cases like this because of the 
opportunities it offers for informal contacts, where infor-
mation can be shared and relationships can be built. How-
ever, formal meetings can also be important as spaces in 
which inter-professional relationships can be fostered. An 
example from a hospital-based specialist palliative care 
nurse illustrates this:
Because we’re palliative care, we will work with all 
the tumours, all the site-specific nurses, specialist 
nurses, because as their patients come to be pallia-
tive, to end-stage, they’ll refer them on to us. So we 
go to everyone’s MDTs [multi-disciplinary teams] as 
well because we’ll pick patients up from there.
Veronica (palliative care specialist nurse)
Despite the widespread preference for face-to-face com-
munication, many participants reported positively on the 
use of telephone and (less commonly) e-mail contact. This 
did rely on other professionals being readily available on 
the phone or electronically, and the participants having 
confidence that such contact would be welcomed. There 
was some tendency for hospital-based nurses to be more 
favourable towards remote communications than com-
munity-based nurses, which may reflect the fact that they 
were often contacting colleagues with whom they already 
had a good face-to-face working relationship.
Shared history
This theme encompasses two overlapping sub-themes: 
longevity of personal relationships and common profes-
sional background. Participants described many instances 
where a shared history – in terms of a long-standing per-
sonal relationship, and/or a common professional back-
ground - facilitated good inter-professional relationships. 
Both types of shared history could enhance working rela-
tionships through mutual understanding. Shared personal 
history also enabled the building of trust, with potential 
benefits for smooth and efficient collaboration across 
professional and/or organisational boundaries. One com-
munity-based specialist nurse (diabetes) emphasized her 
close connections with the equivalent acute-base service, 
and how this facilitated collaborative working:
Because I’ve known [name] who’s the manager for so 
long we have a very close relationship, so that if I ever 
have any problems that I can’t manage I can refer to 
the Acute Trust for specialist care with the Consult-
ants […] We have close links with all the services really, 
and I think because a lot of us have worked together 
over the years we know names and faces.
Alice (community diabetes specialist nurse)
The phrase “names and faces” is telling here, as it 
underlines the personal way in which this participant 
construes these relationships. Conversely, lack of a 
personal relationship could impede collaboration, as 
in the following instance from a community matron, 
describing conflict with a palliative care specialist 
nurse (PCSN):
I do know the other nurses [PCSNs], but this nurse 
I didn’t know. Sometimes it’s easier fighting your 
corner with someone that you do know, and who 
knows you, but I think with this one because we 
didn’t know each other, when we was both being 
assertive it came across as a bit of an argument.
Rosie (community matron)
Common professional background was most often referred 
to in conjunction with longevity of personal relationships. 
For example Gill, a community diabetes specialist nurse 
talks about how her background as a practice nurse (i.e. a 
nurse working in a GP practice) helps her in her interac-
tions with current practice nurses:
I was a practice nurse for so long and we used to 
have regular studies and things, I know how they 
operate and I know most of the practice nurses […] 
so I know them personally, it’s a quick phone call to 
get something like this resolved.
Gill, (community diabetes specialist nurse)
The combination of understanding of role from personal 
experience and a personal shared history is cited quite 
often as facilitating good relationships. It is less clear 
whether the common role history in itself is seen as hav-
ing such an effect, though Amy, a district nurse locality 
manager, suggests that absence of it can impede mutual 
understanding. She compares those community matrons 
who had previously worked in district nursing to those 
from other backgrounds, in terms of their ability to liaise 
well with district nurses:
We lost twelve of our [district] nurses to commu-
nity matrons [i.e. they changed role] and because 
they knew district nursing I think they understood 
our role more; now, the ones who’ve come from 
different backgrounds didn’t always understand it.
Amy (district nurse locality manager)
Other participants make a similar point about the impact 
of community matrons’ prior role history.
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Making an effort
Many participants highlighted the effort they put in to 
building relationships with colleagues from other disci-
plines and/or other organisations. This was more than 
just responding positively to others; it involved pro-active 
strategies to develop positive interpersonal relations, 
underpinned by trust and respect. There was a strong 
sense that developing good relationships required nurses 
to “make an effort”, beyond the interactional requirements 
of their day-to-day roles. This is nicely illustrated by one 
participant’s ‘recipe’ for establishing new relationships in 
order to earn trust and respect:
Going and seeing ‘em. Lurk outside a doctor’s room. 
I’m always lurking down here. Go in and see the 
doctor. Nip over and see the district nurses. Go to 
the Hospice – I know the girls at the Hospice now. 
Go to Intermediate Care. You can’t go all the time, 
I don’t mean that, but go make your face known.
Emily (community matron)
As the community matron was a relatively new role, it is 
not surprising that several participants from this group 
spoke at some length about their efforts to build relation-
ships. Nafisa, for example, discusses this in relation to the 
tensions that can exist between hospital and community-
based services:
I think it depends on the individual [community] 
matrons and how prepared they are to sell the 
service and to talk to these people and build up a 
good relationship, and that’s what I’ve always tried 
to do, and it works very well then.
Nafisa, (community matron)
Participants also acknowledged and valued the efforts of 
others to get to know them:
One GP regularly e-mails me to talk about, to 
arrange meetings for one particular lady that we’ve 
got on the caseload, who’s proving difficult to man-
age, and he wants to meet on Monday to discuss – 
which is brilliant. Face-to-face is much better than 
going through Reception.
Sasha (district nurse)
It is interesting to note in many cases, including the 
examples from Emily and Sashsa (above), participants 
stress face-to-face contact as a crucial aspect of effective 
relationship-building, underlining the points made in 
relation to our first theme (accessibility and availability).
(Not) “Stepping on toes”
Building and maintaining effective collaborative relation-
ships was commonly portrayed as requiring a level of 
diplomatic skill – showing awareness of others’ personal 
and professional positions, and sometimes being willing 
to compromise. New services were particularly at risk of 
being seen to be “stepping on toes”; this was experienced 
by many of the community matrons, for example. A can-
cer specialist nurse, Susan, detailed how a new service 
came into conflict with its long-established equivalent in 
a neighbouring hospital, requiring considerable effort to 
turn the relationship in a more constructive direction:
Susan: It got to a head a bit, really, and we got 
together and had a bit of a, you know, sort of a – I 
don’t know what you’d call it?
Interviewer: Heart to heart?
Susan: Yeah, mediation – great word, great word – 
where we said listen, you know, certain things we 
weren’t quite happy about and so that was the start 
of a bit more harmony.
Failure of others to show consideration could lead par-
ticipants to experience conflict over roles and in the worst 
cases an enduring breakdown in relationships between 
groups. One district nurse describes a dispute with another 
service which had attempted to “take over”, with no prior 
discussion, a patient that the team had been managing. 
The failure to negotiate roles so as to avoid “stepping on 
toes” led to lasting damage to relationships between the 
two services.
Organisational change and its impact on relationships
The British NHS has undergone a series of major organi-
sational changes over many years, in addition to numer-
ous more narrowly focused changes in particular services. 
Our research took place just as the current UK Govern-
ment announced radical plans for reforms to the NHS and 
this inevitably figured strongly in the interviews. The start 
of our data collection also coincided with the announce-
ment of local changes which certainly provoked anxieties 
for many of our participants. The context of change and 
uncertainty was recognized by some participants as hav-
ing direct implications for collaborative working. One way 
in which this was manifest was in power struggles at a sen-
ior level as different organisations (and their sub-systems) 
sought to secure their position in the anticipated ‘new 
world’. Collaboration on the ground was seen as happen-
ing in spite of, rather than in response to, the actions of 
senior management:
On the ground there’s such a willingness to work 
together, and people will get by despite some of the 
senior managers and not because of them, and you 
know at a higher level people are getting embroiled 
in ownership, power and finance and things like 
that, but on the ground people are generally work-
ing together with a genuine commitment. 
Anna (manager)
The guarded optimism of this manager, that clinical 
staff were able to work around the disruption and con-
flict at a higher level, needs to be set alongside a wide-
spread feeling of powerlessness, pessimism and even 
futility in the face of continual NHS changes. There 
were fears that changes could fragment certain services 
and have a negative effect on communications between 
agencies. These were mirrored by similar concerns from 
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social services who had themselves experienced signifi-
cant “re-structuring”. One participant from social ser-
vices described how change in both sectors can disrupt 
established relationships and communication channels 
across sectors:
It’s hard for the nurses to keep up with it, with 
us restructuring, and who does what, and who’s 
responsible for this and who deals with this group 
of people […] and they’ve [health services] restruc-
tured as well, and they’ve -like some of them have 
merged, and some of them have been reduced. And 
the difficulty with that is you get hold of a name 
that you know you want to speak to, someone in a 
particular area, and [previously] you’d always ring 
THAT person for some advice.
Elsa (social services manager)
It should be noted that for those staff interviewed soon 
after the announcement of the proposed NHS changes – 
principally community nursing staff – uncertainty about 
details is very likely to have added to negative reactions to 
change. However, pessimism was by no means confined to 
this group or to the earlier interviews in the study.
Discussion
Overall, our findings confirm the importance of personal 
relationships in collaborative working, and highlight some 
of the key aspects of relationships that were commonly 
perceived to be crucial for success. We concentrate here 
on two issues that emerged strongly from the analysis and 
that we feel have implications for future policy and prac-
tice developments: the value of face-to-face contact, and 
the notion of relationship formation and maintenance as 
requiring effort. We will consider both of these in the con-
text of organizational change.
Face-to-face contact
As shown above, participants frequently stated how valu-
able they found face-to-face contact with colleagues when 
working collaboratively. We did not routinely probe for 
this issue; it very much emerged from participants’ own 
concerns. As the use of technology to support remote elec-
tronic communication in health and social care increases 
[36] we need to consider why face-to-face interaction 
remains so important to professionals. We did not see any 
evidence that this phenomenon was due to any particular 
local organisational or geographic issues, though arguably 
the mainly urban and suburban character of the borough 
made face-to-face contact more of a realistic possibility 
than it would be in a remote rural area. However, the con-
text of ongoing and impending changes to the NHS at all 
levels may well have heightened fears about the mainte-
nance of face-to-face contact in valued relationships.
We would argue that the desire for face-to-face contact 
reflects something fundamental about the nature of col-
laborative working: that it is essentially a relational pro-
cess. Research in many different organisational settings 
shows that interaction between professionals is not just a 
matter of exchanging the information needed to get the 
job done. Rather, it is often also about developing and 
 maintaining relationships that will enable the parties to 
work together well over the longer term. For example, 
across a range of organisations, Nardi and Whittaker [37] 
found face-to-face communication to play a major role in 
developing social bonds that were important to organi-
sational success. Physical presence enabled modes of 
interaction that were difficult or impossible to achieve in 
mediated communication, and also served as a symbolic 
expression of the value of the relationship with colleagues 
or clients. In the very different setting of health and social 
care, our findings suggest that face-to-face interaction 
plays a similar role. They parallel those of Conn et al 
[38] who examined interprofessional communication in 
General Internal Medicine across five hospitals in Canada, 
and highlighted the importance of the availability of sen-
ior physicians and the value of good, informal relation-
ships for effective communication.
In the context of health and social care, the rapid growth 
in the use of information technology in communication 
has attracted a considerable amount of research. A large 
proportion of this, though, is focused on communica-
tion between health/social care professionals and service 
users rather than amongst professionals. For example, a 
recent Cochrane Review of the use of e-mail in communi-
cation between health professionals found only one trial 
that met their inclusion criteria [39]. In contrast, a similar 
review of trials examining the use of e-mail in patient/car-
egiver and health professional communication (published 
three years earlier) found nine studies [40]. Amongst sur-
veys and qualitative studies there is also a predominance 
of those concerned with patient/caregiver – professional 
communication. Those that do examine inter-professional 
communication highlight a range of perceived benefits, 
including convenience [41, 42], the chance to disseminate 
information across a wide network [43], and the ability to 
keep an audit trail of communication [44, 45]. However, 
they also point to limitations and areas of concern. Not 
surprisingly, these encompass such things as privacy and 
confidentiality, training and the reliability of technology 
[46, 47]. However, they also include relationship issues. 
For example, Gross et al [48] describe a case study where 
the introduction of an electronic health record system led 
to damage to mutual trust amongst members of the inter-
professional team. A study of the use of e-mail between 
primary and secondary care in the UK found that while 
some practitioners said they had been able to build good 
relationships beginning with e-mail contact, others felt 
that they required a personal, face-to-face relationship 
before they could use e-mail effectively [42].
Relationships as effortful
Our findings show that good collaborative relationships 
do not just happen; people need to devote effort over 
time to negotiate potential conflicts and establish trust. 
Power dynamics play a part here. Many of the stories told 
by participants about their willingness to “make an effort” 
were either where they were in new roles whose credibil-
ity had to be proved to others (e.g. community matrons) or 
were in the context of relationships with those in a more 
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powerful position (e.g. nurses with doctors, or practition-
ers with managers). This is in keeping with a substantial 
body of literature that recognises the significance of 
power issues in any consideration of collaborative work-
ing [13, 49].
We would certainly agree that collaborative working is 
infused with issues of power, but our findings suggest that 
willingness to put effort into relationships is not only a 
product of power relations. There were many instances 
described which were not associated with obvious power 
imbalances. Above all, participants’ willingness to make 
an effort highlights the value they placed on good per-
sonal working relationships. The wish to make working 
life more pleasant doubtless played a part in this, as did 
the need to establish professional status in some cases. 
But the valuing of relationships was also associated 
with a commitment to doing one’s job well for patients. 
Participants frequently described how good relationships 
enabled effective care to be provided through appropriate 
referrals, timely access to advice for patients and ‘signpost-
ing’ through the complexities of multi-agency care. The 
anxieties expressed in relation to ongoing changes to the 
NHS – and to the sense of continuous turbulence over the 
long-term – were clearly fueled in part by concerns about 
their impact on working relationships. Existing relation-
ships could become disrupted and the effort involved in 
building them would need to be repeated in response to 
the requirements of new structures.
Experiences of using Pictor
We found that the great majority of our participants 
engaged very well with the Pictor task. Indeed, as we have 
found in other studies, many commented on how insight-
ful and enjoyable they found the activity. Our subjective 
experience as interviewers was that participants found the 
method helpful in focusing on specific examples of col-
laborative working, and that it enabled them to reflect on 
cases from a wide perspective; that is to say, they did not 
just concentrate on a few “main players” in the case. This 
is evidenced by the large number of individuals and agen-
cies included on many charts.
Conclusion
Challenges
A qualitative study such as this does not seek general-
izability, but rather strives to provide a depth of under-
standing that can inform theoretical development and 
provide insights transferable to other cases. The fact that 
we chose to carry out our research in a single geographi-
cal and administrative area may limit the extent to which 
it can contribute to these goals. Other settings may bring 
different factors to bear that were not prominent in our 
location – for example, issues of distance and travel time 
in remote rural areas, or particular large-scale concentra-
tions of ethnic minority populations. However, advan-
tages from concentrating on a single setting include a real 
depth of understanding of the local context, and common 
issues facing the professional groups we interviewed.
Similarly, the choice to place the different groups of 
nurses at the centre of our attention will have brought 
to the fore certain issues that were especially important 
to them, but may not have figured as strongly for other 
groups. For instance, doctors may not have felt such moti-
vation to go out and proactively develop relationships 
with nurses, given what we know about power and status 
imbalances between these groups [50, 51]. However, we 
feel that our main focus on generalist and specialist nurses 
was justified with regard to the significance of these staff 
in health care provision and the relative neglect of their 
perspective in the literature.
Implications for policy and practice
Introducing and developing integrated care in health and 
social services commonly entails changes in organisational 
structures, relocations, and/or the introduction of new 
roles and new service providers [52, 53]. All these have 
the potential to disrupt effective networks of personal 
relationships between staff who need to work together 
to provide good care to patients. Currie, Finn and Martin 
[15] note that policy-makers frequently fail to take into 
account the social context into which new roles are intro-
duced. In the UK, recent and current changes to the NHS 
have undoubtedly been perceived as disruptive, both in 
community and acute settings [54, 55]. It was notable in 
many of our interviews that beyond responses to specific 
changes there was a widespread sense of weariness with 
constant re-organisation and change over many years.
We understand that at a time when health services are 
facing major challenges, including financial constraints, 
relationships amongst professionals do not seem a prior-
ity. We would argue, though, that in such circumstances 
it is especially important to attend to inter-professional 
relationships, in order to enhance effective collaborative 
working. Making time and space for relationship-building 
and maintenance is not a luxury, but an essential. Research 
– including our own – suggests that there are strategies 
that organisations can adopt to achieve this. Joint train-
ing initiatives, task-focused inter-professional meetings 
(formal and informal), co-location and shared spaces for 
interaction may all help to nurture good relationships.
Directions for future research
Further in-depth research into collaborative working rela-
tionships in different settings is needed, varying in terms 
of geographical and population characteristics and service 
provision. Evidence from such studies will enable schol-
ars to develop theoretical models of collaborative work-
ing that better integrate a relational perspective. We are 
not arguing that relationships should be positioned to 
dominate all other facets of the phenomenon, but that 
researchers working at all levels need to consider collabo-
rative working through the lens of inter-professional rela-
tionships. However large-scale a collaborative initiative 
might be, on the ground it always involves individual pro-
fessionals working together (or failing so to do).
In the longer term research is needed that looks at the 
effect on patient outcomes of the quality and nature of 
inter-professional relationships. This is difficult to achieve 
not only in terms of identifying and measuring appropri-
ate factors, but also because it is likely that any impact on 
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patients may take a relatively long time to become dis-
cernable. Nevertheless, we need to find ways to address 
the question, and detailed qualitative work looking at 
patient perceptions and experiences of how profession-
als work together [56] can help inform future larger-scale 
work focused on patient outcomes.
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